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Concise statement 
Pregnancy is an important opportunity to help most young women to stop smoking before their 
health is irreversibly compromised. Feasible effective interventions are needed that foster 
permanent cessation. Many interventions ignore relapse that occurs after birth. This important 
review will support development of effective postnatal interventions to prevent relapse. 
Commentary 
Jones et al [1] draw together evidence of relapse to smoking after a mother gives birth. This 
commentary underlines why pregnancy is a vital opportunity to help women to stop smoking and 
why only permanent cessation, and therefore relapse prevention after birth, will achieve the full 
potential to prevent diseases caused by smoking.  
In 1951, Sir Richard Doll and colleagues enrolled over 30,000 male doctors in a long term cohort 
study of the effects of cigarette smoke on mortality [2]. The final 50 year follow-up reported in 2004 
examined the effects of smoking cessation at various ages on years of life lost. Lifelong smokers lost 
10 years compared with non-smokers. Those who quit: by age 30 regained all 10 potential years of 
life lost, by age 40 they regained 9 years and by age 50 - 5 years. It seems likely that a cohort of 
women would follow a similar pattern. Therefore if women give up smoking during pregnancy, 
which is almost always before age 40, they are likely to regain nearly all the years they would lose if 
they remained lifelong smokers. This makes pregnancy a timely opportunity to prevent long term 
disease and death caused by smoking cigarettes. 
Disease prevention requires engagement of the at risk population in preventative strategies [3]. 
Eighty percent of all women have at least one baby [4], most have 2 and some more. This provides 
an opportunity, over time, for health services to provide effective smoking cessation interventions to 
nearly all women who smoke with two cessation attempts possible for most. So pregnancy is an 
opportunity to help most women to quit smoking before their health is irreversibly compromised.  
There is much political rhetoric about health inequalities between rich and poor particularly in 
relation to childhood poverty with the rich living 9 to 20 years longer than the poor [5]. Poorer 
manual workers (more than 30% smoked in 2012 in the UK) are much more likely to smoke 
cigarettes than the managerial or professional affluent classes (less than 15% smoked) [6]. Many 
children are pushed into poverty because one or both parents smoke which uses a significant 
proportion of the household income.[7] An effective smoking cessation intervention during and after 
pregnancy that resulted in permanent cessation would immediately increase household income for 
the poorest and may reduce health inequalities by half [8]. 
Smoking cessation during pregnancy offers improved long term health not just to the women 
themselves but also to their unborn baby sitting in a womb bathed by cigarette toxins. Health 
improvements include greater survival in the early stages of pregnancy – less early miscarriage [9], a 
reduced chance of being born dead as a stillbirth [10], and longer term survival e.g. a reduction in 
Sudden Unexpected Death in Infancy [11]. Future benefits will include a reduced likelihood (perhaps 
50% reduction) of offspring starting to smoke if their mother is a non-smoker [12]. This will 
eventually stop the cycle of inheritance of a smoking habit from generation to generation. 
An intervention that produces permanent cessation is required. To have permanent cessation there 
first of all needs to be smoking cessation during pregnancy. Most trials have examined cessation to 
the end of pregnancy [13]. There are a number of reasons for this pragmatic ‘end of pregnancy’ 
outcome which are often related to trial design rather than public health improvement. However, 
future research must include additional postnatal intervention to prevent relapse because a large 
proportion of the long term benefits will only be seen for women and their children if cessation is 
permanent [14]. If postnatal relapse is high particularly if higher in the intervention group, then the 
intervention may not be cost-effective [14]. 
Jones et al [1] have clarified the present evidence regarding postnatal relapse to smoking. Future 
research must improve the quit rate by the end of pregnancy [15] but must also improve long term 
cessation. Future trials must have a postnatal component as most relapse has happened by 6 
months after birth after which time cessation is likely to be long lasting [1]. Permanent cessation will 
provide the maximum return for investment on effective smoking cessation interventions during 
pregnancy [14]. 
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